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There is a need to investigate the impact of diﬀerent coping strategies on quality of life
(QOL) of people with multiple sclerosis (MS), in order to better inform intervention
programs for this population. This study evaluated the relationship between QOL and
coping over a 2 year period among people with MS. Participants were 382 people with
MS (144 male, 238 females) and 291 people without a neurological or other chronic
illness from the general population (101 males, 190 females). People with MS
experienced lower QOL than the control group in the domains of global QOL,
independence, social and spiritual QOL scales, as well as the problem solving and social/
emotional support coping scales. Interestingly, people with MS experienced higher
psychological QOL than the general population, and higher detachment and focusing
on the positive coping. Over time, people with MS demonstrated increases in their
global QOL as well as in their social/emotional support coping. Women demonstrated
higher levels than men of global QOL and Social/emotional support coping. The results
of these ﬁndings have implications for information and intervention programs for
people with MS.
Keywords: coping; longitudinal; multiple sclerosis; quality of life
Introduction
Multiple sclerosis (MS) is a chronic neurological disease with the peak incidence being
between the ages of 20 and 45 years (Nortvedt, Riise, Myhr, & Nyland, 1999). The illness
is unpredictable in terms of its progress, with some people with MS experiencing a slow,
steady decline in their health, others a rapid decline, and others a relapsing and remitting
condition (Lublin & Reingold, 1996). Given the nature of the course of this illness, it
would be expected to have an impact on the quality of life (QOL) of an individual
experiencing the condition. Further, the ways in which a person with MS copes with the
condition would also be expected to impact on QOL. No previous longitudinal studies
have investigated if the QOL of people with MS continues to deteriorate over time.
Further, the longitudinal impact of age of onset of MS, as well as duration of MS on QOL
has also not been evaluated.
A number of previous studies have conducted cross-sectional investigations on the
QOL of people with MS (Aronson, 1997; McCabe, 2005; McCabe, & McKern, 2002;
Murphy et al., 1998; Rudick, Miller, Clough, Gragg, & Farmer, 1992; Stuifbergen, 1995).
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These studies demonstrate very clearly that QOL is generally low in a range of areas. To
assist people with MS to improve their QOL, it is important to determine what factors
contribute to this situation. A number of studies using a cross-sectional research design
have investigated the coping styles of people with MS (Hickey & Green, 1989; Jean, Paul,
& Beatty, 1999; de Ridder, Schreurs, & Bensing, 2000; McCabe & McKern, 2002;
McCabe, McKern, & McDonald, 2004). The general ﬁndings from these studies were that
people with MS were more likely to adopt emotion-focused (wishful thinking,
acquiescence), as opposed to problem-focused (reactive openness to experience, problem
solving, social/emotional support), coping strategies. Further, these emotion focused
strategies were more likely to be associated with poorer adjustment and lower QOL.
Two longitudinal studies of coping styles among people with MS were also located
(McCabe & Di Battista, 2004; Pakenham, 1999). Pakenham (1999) investigated the
relationship between coping and psychological adjustment among people with MS over a
12 month period. He found that among people with MS there was a strong relationship
between emotion-focused coping and poor psychological adjustment. McCabe and Di
Battista (2004) found that compared with people from the general population, people with
MS experienced poorer adjustment and self-esteem, as well as poorer health, lower quality
of relationships and lower work capacity. However, these authors failed to investigate the
relationship between coping and broader aspects of QOL.
The current study was therefore designed to evaluate the relationship between coping
and QOL among people with MS over a 2 year period. These relationships were compared
with those among people from the general population. It was expected that people with
MS would be more likely to adopt emotion-focused coping strategies as opposed to
problem-focused strategies than people from the general population. Given the burden
created by MS, it was further expected that the adoption of these emotion focused
strategies would, if continued over time, contribute to progressively deteriorating QOL
both globally as well as in speciﬁc domains (physical, psychological, independence, social
relationships, environmental, spiritual). The impact of gender, age of onset of illness and
duration of experiencing MS on QOL over time was also evaluated.
Method
Participants
The sample was comprised of 382 individuals with MS (144 men, mean age ¼ 45.15; 238
women, mean age ¼ 44.67 years), who were registered with the MS Society of Victoria,
Australia. Victoria is a State in Australia, and both urban and rural people would be
registered with MS Society of Victoria. MS Society provides a range of services for people
with MS and their families, and about 80% of people with MS are registered with the
Society. Respondents were primarily drawn from middle socio-economic groups, and
ranged in age from 18–65 years. The mean age of onset of MS was 29.27 years
(SD ¼ 5.92). The duration of the illness ranged from 8–54 years. Respondents from the
general population were also drawn from middle socio-economic groups. There were 291
participants (101 men, mean age ¼ 44.61 years; 190 women, mean age ¼ 43.17 years).
These participants ranged in age from 21–65 years. People with chronic illness were
excluded from participating in the study (the ﬁnal number was 291; 31 people were
excluded). Comparisons were made between these groups in order to determine diﬀerences
in QOL between people with MS and those without a chronic illness, as well as diﬀerences
in coping style between people coping with a chronic progressive illness (MS group), and
those coping with an acute illness (general population group). The people with MS were
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chosen at random from the MS Victoria register, and the people from the general
population were drawn from the electoral roll (all people over the age of 18 years in
Australia are required by law to be registered on the electoral roll). There were no
signiﬁcant diﬀerences between the MS participants and the participants from the general
population in the proportion of men and women, socio-economic status, race, or age.
Participants completed the measures on the three testing occasions: baseline (T1), 12
months after baseline (T2), 24 months after baseline (T3).
Materials
Information was obtained on household income, and this allowed us to determine the
socio-economic status of participants. A checklist of chronic illnesses (e.g. a list of
neurological disorders, asthma, arthritis, diabetes, etc.), were also completed by
participants. People from the general population who indicated that they experienced
any of these illnesses were not included in the data analyses.
The World Health Organization Quality of Life-100 scale (The WHOQOL Group,
1994) was used to assess participants’ overall level of QOL. The domains assessed by
WHOQOL were global QOL (4 items, range 4–20), Physical QOL (28 items, range 28–
140), psychological QOL (19 items, range 19–95), Social relationship QOL (12 items, range
12–60), Environmental QOL (32 items, range 32–160) and Spiritual QOL (5 items, range
5–25). Responses were on a ﬁve point scale with low scores indicating low endorsement of
the item. The WHOQOL-100 comprises 100 items. The WHOQOL-100 scale was
developed simultaneously at 15 sites worldwide, and possesses sound psychometric
properties (Power, Bullinger, Harper, & The World Health Organization Quality of Life
Group, 1999). The WHOQOL provides a range of QOL subscales that are relevant to MS
participants, it has been widely used, it examines aspects of QOL other than health and
psychiatric functioning, and it has been previously used with MS and general population
(e.g. McCabe & McKern, 2002).
Coping strategies were measured using a shortened 30-item version of the Folkman and
Lazarus (1988) Ways of Coping Questionnaire (WOCQ) developed by Scherer, Luther,
Wiebe, & Adams (1988). People with MS were asked what coping strategies they used to
cope with MS. People from the general population were asked what coping strategies they
used to cope when they were seriously ill. Responses were on a four point scale from 1 – not
used to 4 – used a great deal. The ﬁve subscales calculated from this questionnaire were
detachment (6 items, range 6–24), problem solving (10 items, range 10–40), focusing on the
positive (4 items, range 4–16), Social/emotional support (5 items, range 5–20) and Wishful
thinking (5 items, range 5–20). The alpha coeﬃcients for the coping subscales in the current
study were all greater than 0.72. It is important to have a measure of coping that is both
relevant to the people with MS as well as the general population. It also needs to be short
enough so that MS participants do not become fatigued answering the scale. These authors
have also provided a rigorous evaluation of the factor structure of the scales. This scale has
also been used in other studies of people with MS (McCabe & Di Batista, 2004; McCabe
et al., 2004), contains subscales that are relevant to the types of behaviours engaged in by
people with MS, and shows high levels of reliability (a 4 0.72 for all subscales).
Duration of illness was assessed by two questions that were included in a brief
demographic survey that formed part of the questionnaire for people with MS.
Participants with MS were asked to indicate their age at the onset of MS. Current age
was also obtained. Duration of MS was determined by subtracting age of onset of MS
from the participant’s current age.
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Procedure
All participants were recruited via the telephone. These participants were then mailed the
questionnaire and plain language statement. The response rate was based on the
percentage of returned questionnaires from those initially contacted. No reminder calls
were made. No questionnaires were completed over the phone or in person. The study was
presented to both populations as an investigation of the QOL of various groups within the
community. A questionnaire containing the measures previously described was completed
at T1 by the individuals with MS and the individuals from the general population, and
returned using a reply-paid envelope. Over 80% of participants in both groups (313 MS,
241 general population) completed the questionnaire at T2, and over 90% of T2
participants in both groups (291 MS, 219 general population) completed the questionnaire
at T3. Structural modelling was used to analyse the responses to the questionnaires at T1,
T2 and T3.
Results
The response rate for people with MS was 75%, and for those from the general population
was 68%. There were no signiﬁcant diﬀerences in the T1 responses on the QOL measures,
coping styles, illness related variables or other general characteristics (e.g. age, gender,
SES, cultural background) between the participants who completed the questionnaire at
T2 and T3 (see Table 1), and either of the two drop-out groups at these time periods (see
Table 1). As we proposed to examine the changes in QOL while controlling for changes in
the WOC, we used a Multivariate Covariate Latent Curve Structural Equation Model,
following Curran and Hussong (2002).
Signiﬁcant regressions between the diagnosis and the intercept were found for several
models (see Table 2). Compared with control participants, a diagnosis of MS was
associated with signiﬁcantly lower intercepts for the environmental, global, independence,
social and spiritual QOL scales, and the problem solving and social/emotional support
WOC scales, indicating that on these scales participants with MS possessed a lower value
at T1. Further, a diagnosis of MS was associated with signiﬁcantly higher intercepts for
the psychological QOL scale and the detachment and focusing on the positive WOC
scales, indicating that on these scales participants with MS possessed a higher value at T1.
Control participants and those with a diagnosis of MS signiﬁcantly diﬀered on slope.
Participants with MS possessed stronger positive change (slope) in the global QOL scale
and the social/emotional support WOC scale.
Each of the seven QOL scales were then covaried with each of the four WOC scales,
with gender as a time invariant covariate and diagnosis as a predictor. With the two
exceptions of models pairing the global QOL scale with wishful thinking WOC scale, and
the independence QOL scale with the focusing on the positive WOC scale, all models
provided acceptable ﬁts to the data. Nonetheless, most models provided a good ﬁt to the
data only spuriously, with only one set of models showing diagnosis to be a good predictor
of QOL change (see Table 3). Only models including global QOL revealed diagnosis to
contribute to the change in, and the intercept of QOL.
With the exception of physical QOL, diagnosis was signiﬁcantly negatively related to
the QOL intercept, meaning that persons with MS displayed lower T1 levels of QOL
compared with control subjects. Diagnosis was always signiﬁcantly related to the slope for
global QOL, meaning that persons with a diagnosis of MS displayed more change over
time than did control subjects. Detachment was negatively related and social/emotional
Psychology, Health & Medicine 89
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support was positively related to diagnosis. This means that participants with MS
commenced with higher levels of social/emotional support and lower levels of detachment
than control participants. Diagnosis was signiﬁcantly positively related to the change over
time (slope) of the level of social/emotional support, meaning that over time participants
with MS increased their level of social/emotional support.
The intercept of QOL was moderately well explained by all models containing global
QOL, while the intercept of WOC was moderately well explained by all models containing
the social/emotional support WOC scale (see Table 4). In summary, models containing
global QOL provided the clearest explanation across all domains of WOC. Further, only
Table 1. Means and SDs for each QOL and WOC variable for each group and overall.
Time
Control
(n ¼ 291) MS (n ¼ 382) All (n ¼ 673)
Mean SD Mean SD Mean SD
QOL
Environmental 1 111.97 13.27 108.05 14.18 109.74 13.92
2 114.56 11.99 109.95 14.02 111.95 13.37
3 114.67 13.23 109.89 13.76 111.95 13.73
Global 1 15.89 3.04 12.94 3.36 14.22 3.54
2 16.11 2.98 13.70 3.40 14.74 3.43
3 15.53 3.18 13.97 3.43 14.64 3.41
Independence 1 45.65 5.62 44.35 7.19 44.91 6.58
2 45.04 5.56 44.62 7.32 44.80 6.61
3 45.49 6.42 44.06 6.66 44.68 6.59
Physical 1 48.46 5.99 48.77 6.64 48.64 6.36
2 48.58 5.82 48.84 7.19 48.73 6.63
3 48.42 6.41 48.72 6.60 48.59 6.52
Psychological 1 47.97 5.78 45.75 6.54 46.71 6.32
2 47.95 5.44 45.80 6.26 46.73 6.01
3 47.50 5.09 45.87 5.97 46.58 5.66
Social 1 28.82 4.86 27.28 5.37 27.95 5.21
2 29.11 4.52 27.76 4.87 28.35 4.77
3 29.04 4.30 27.81 4.69 28.34 4.56
Spiritual 1 13.93 3.86 13.04 4.28 13.42 4.12
2 13.80 3.81 12.69 4.42 13.17 4.20
3 13.57 4.17 12.59 4.45 13.01 4.35
WOC
Detachment 1 5.02 2.69 5.95 3.01 5.55 2.91
2 5.18 2.64 5.62 2.87 5.43 2.78
3 4.90 2.65 5.55 2.70 5.27 2.70
Problem solving 1 17.35 6.08 14.93 7.05 15.98 6.75
2 15.79 5.66 13.56 5.67 14.52 5.77
3 17.35 6.36 15.30 6.53 16.19 6.53
Focusing on the positive 1 4.12 1.70 4.49 1.98 4.33 1.87
2 4.28 1.76 4.27 1.87 4.27 1.82
3 4.15 1.74 4.18 1.87 4.17 1.81
Social/Emotional support 1 8.44 (3.35) 5.70 3.51 6.88 3.70
2 7.86 (3.67) 5.88 3.52 6.74 3.71
3 7.95 3.57 6.22 3.55 6.97 3.66
Wishful thinking 1 6.54 4.07 6.67 4.71 6.62 4.45
2 6.09 4.02 6.21 4.51 6.16 4.30
3 6.21 4.17 5.79 3.96 5.97 4.05
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models including global QOL were predicted by diagnosis. Signiﬁcant correlations were
noted between the intercepts of the global QOL and the focusing on the positive WOC
scale (r ¼ 0.19, p 5 0.05), the social/emotional support WOC scale (r ¼ 0.26, p 5 0.01),
and the wishful thinking WOC scale (r ¼70.27, p 5 0.01). Gender did signiﬁcantly
covary with the intercept of global QOL for each of the four models WOC scales
(B ¼ 0.85, b ¼ 0.14, p 5 0.001). The direction of this relationship suggests that women
possessed a higher level of global QOL at T1. Results also revealed that women possessed
higher levels of detachment WOC (B ¼ 0.45, b ¼ 0.11, p 5 0.05) and social/emotional
WOC (B ¼ 1.39, b ¼ 0.23, p 5 0.001) in all models involving these variables
(see Table 5). Analysis of global QOL with detachment WOC for women (w2 ¼ 1.42,
df ¼ 4, p ¼ 0.84) versus men (w2 ¼ 7.46, df ¼ 4, p ¼ 0.11) revealed that the ﬁt for men
was signiﬁcantly worse than for women (Dw2 ¼ 6.04, df ¼ 1, p ¼ 0.01), and further, that a
negative covariance matrix resulted in an inadmissible solution for men alone. No re-
speciﬁcation of the model would correct this, as the slope of detachment for men revealed
no change over time. Analysis of the global QOL with social/emotional support WOC for
women (w2 ¼ 2.86, df ¼ 4, p ¼ 0.58) versus men (w2 ¼ 3.48, df ¼ 4, p ¼ 0.48) revealed
that the ﬁt for men was not signiﬁcantly diﬀerent from that of women (Dw2 ¼ 0.63, df ¼ 1,
p ¼ 0.43). Men and women diﬀered signiﬁcantly on the detachment WOC scale
(Dw2 ¼ 4.07, df ¼ 1, p ¼ 0.04), and on the social/emotional support WOC scale
(Dw2 ¼ 5.90, df ¼ 1, p ¼ 0.02).
To further understand the underlying cause of the slope eﬀects in global QOL, the
impact of age of onset and morbidity duration was examined. None of the models
accounted for much variance within the slope of global QOL or the slope of any of the
WOC scales (see Table 5). The largest R2 was found for the model containing the social/
emotional support WOC scale (13% of variance was accounted for in the slope of WOC).
This suggests that age of onset, duration and gender within the MS sample did not modify
Table 2. Regressions between diagnosis and the estimated slope and intercept, as well as the
correlation between the slope and intercept for the conditional univariate latent curve models.
Diagnosis ! Slope Diagnosis ! Intercept
Slope $
Intercept
B b p B b p r p
QOL
Environmental 70.73 70.11 0.22 73.81 70.22 50.001 70.25 0.34
Global 0.61 0.25 50.001 72.91 70.49 50.001 70.51 50.001
Independence 70.02 70.01 0.00 71.04 70.11 0.03 70.55 0.05
Physical 70.09 70.03 0.75 0.40 0.05 0.40 70.36 0.09
Psychological 0.28 0.08 0.31 0.44 70.28 50.001 70.46 0.03
Social 0.12 0.05 0.55 71.49 70.22 50.001 70.93 0.08
Spiritual 0.00 70.00 0.99 70.99 70.15 50.01 70.40 0.24
WOC
Detachment 70.19 70.15 0.13 0.84 0.21 50.001 70.79 0.81
Problem solving 0.14 NA 0.63 72.32 NA 50.001 NA 0.64
Focusing positive 70.16 70.12 0.08 0.31 0.12 0.03 70.55 50.01
Social/Emotional
support
0.51 0.23 50.01 72.69 70.45 50.001 70.51 0.01
Wishful thinking 70.29 70.11 0.13 0.18 0.03 0.59 70.56 50.01
NA indicates standardised results were not available due to an absence of positive deﬁnitive matrices in the
solution.
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the change in global QOL or any of the WOC scales except the social/emotional support
WOC scale. However, gender did signiﬁcantly regress on the intercept of WOC (B ¼ 0.92,
b ¼ 0.16, p 5 0.01), indicating that women had higher commencement values for each of
the four WOC scales used herein. Age of onset signiﬁcantly loaded on the WOC intercept
(B ¼ 70.08, b ¼ 0.18, p 5 0.01) within the model containing wishful thinking, indicating
Table 4. Proportion of variance (R2) in intercept and slope of QOL and WOC scales explained by
each model.
DV–QOL CV–WOC
R2 Intercept
QOL
R2 Slope
QOL
R2 Intercept
WOC
R2 Slope
WOC
Global Detachment 0.27 0.09 0.06 0.10
Focus positive 0.26 0.09 0.02 0.02
Social/emotional support 0.26 0.06 0.26 0.09
Wishful thinking 0.27 0.07 0.01 0.01
Environmental Detachment 0.05 0.05 0.06 0.04
Focus positive 0.05 0.04 0.02 0.02
Social/emotional support 0.05 0.01 0.26 0.06
Wishful thinking 0.05 0.01 0.01 0.01
Independence Detachment 0.01 0.04 0.06 0.03
Focus positive 0.01 0.08 0.02 0.02
Social/emotional support 0.01 0.03 0.26 0.07
Wishful thinking 0.01 0.08 0.01 0.03
Physical Detachment 0.00 0.01 0.06 0.03
Focus positive 0.00 0.02 0.02 0.04
Social/emotional support 0.00 0.03 0.26 0.13
Wishful thinking 0.00 0.07 0.01 0.13
Psychological Detachment 0.08 0.01 0.06 0.07
Focus positive 0.08 0.02 0.02 0.02
Social/emotional support 0.08 0.02 0.26 0.13
Wishful thinking 0.08 0.04 0.01 0.07
Social Detachment 0.06 0.24 0.06 0.23
Focus positive 0.06 0.22 0.02 0.05
Social/emotional Support 0.06 0.04 0.26 0.08
Wishful Thinking 0.06 0.18 0.01 0.11
Spiritual Detachment 0.06 0.26 0.06 0.07
Focus positive 0.06 0.09 0.02 0.02
Social/emotional Support 0.06 0.11 0.26 0.12
Wishful thinking 0.06 0.01 0.01 0.01
Table 5. Proportion of variance (R2) in intercept and slope of QOL and WOC scales explained by
each model.
Intercept QOL Intercept WOC Slope QOL Slope WOC
Detachment 0.03 0.03 0.03 0.09
Focus positive 0.03 0.02 0.02 0.01
Social/emotional support 0.03 0.03 0.02 0.13
Wishful thinking 0.03 0.03 0.07 0.04
Models include only the global QOL scale, and the four WOC scales.
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that later onset of MS was associated with less wishful thinking. Lower values in the QOL
scale at T1 were associated with steeper slopes (i.e. more prominent change) in the social
WOC scale (B ¼ 70.14, b ¼ 0.36, p 5 0.05).
Discussion
Consistent with previous research (e.g. Aronson, 1997; McCabe & McKern, 2002; Scherer
et al., 1988), MS participants had signiﬁcantly lower T1 levels for the global,
independence, social, environmental, and spiritual QOL scales, and the problem solving
and social/emotional support coping scales. Surprisingly, MS participants had signiﬁ-
cantly higher T1 levels for the psychological QOL scale and the detachment and focusing
on the positive coping scales. These ﬁndings would suggest that although people with MS
have lower levels of QOL in many areas, they may be more likely to be accepting of their
situation and expect this situation to change. This may well be a result of the unpredictable
life changes that occur due to their illness (Lublin & Reingold, 1996).
Over the 2 year period, MS participants displayed signiﬁcant increases in global QOL
and social/emotional support WOC. This interesting ﬁnding would suggest that people
with MS adapt to their illness over time and seek out support from others to assist them in
adjusting to this disorder. Those respondents with MS who experienced lower QOL and
scored lower on coping strategies improved their QOL more than other respondents (there
was no ceiling eﬀect). This is a positive ﬁnding for people with MS, and may demonstrate
the overall resilience of people with this illness.
MS suﬀerers who perceived themselves as having a lower QOL in all domains tended
to have more change in the social WOC scale, suggesting that lower initial QOL may have
led MS subjects to seek more social support and experience change in this measure of
coping, compared with those with higher reported QOL. These results may only indicate
that these persons with low QOL had more room to improve on this domain than others,
and tended therefore to improve this WOC. It may also indicate that their increased needs
led them to seek and obtain more social support.
In relation to coping strategies, participants with MS commenced with higher levels of
social/emotional support and lower levels of detachment than control subjects. Over time,
participants with MS increased their level of social/emotional support. This is also a
positive ﬁnding in relation to the positive adjustments that people with MS appear to be
making to their illness over time.
An interesting ﬁnding in the current study was that levels of wishful thinking
decreased, and levels of detachment increased over time for the MS participants. These
ﬁndings may indicate a greater acceptance of the condition by people with MS. Clearly,
more research is needed to further explore the role of coping strategies on adjustment
among people with MS. However, women were more likely to seek assistance of others,
and be ﬂexible in the way in which they addressed problems.
Age and duration of illness did not explain much variance in the various models
containing global QOL with each of the WOC. This result would suggest that the ways in
which people with MS react to this illness may depend more on their personal attitudes and
adjustment strategies, and does not vary according to their stage of life or the length of time
that he or she has experienced MS. These results are consistent with the ﬁndings of Fournier,
de Ridder, and Bensing (2002), who found that levels of optimism were important in
predicting adjustment to people with chronic illness, including people with MS.
Women with MS compared with men with MS were more likely to seek social support,
but more likely to wish that things were diﬀerent. It may be that, although women would
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rather that they did not have MS, they were more likely than men to accept the condition,
and adopt coping strategies to assist them in leading a productive life in spite of the illness.
Later onset of MS was also associated with less wishful thinking. People with MS with
later onset would be more likely to have achieved in their career and in their family life.
They would be more ﬁnancially secure, and so may be less likely to have a large number of
other milestones in their life that they have still not achieved.
The results from this study inform us on the types of intervention that are most likely
to be eﬀective for people with MS. It would appear that people with MS who receive high
levels of social support at an earlier stage of their illness are likely to experience and
maintain higher levels of QOL over time. It is therefore important to ensure that this social
support is in place as soon as possible after the diagnosis of MS. This support may come
from family and friends, but if this is not possible, then it is important for community and
professional organizations to provide support. The current study did not analyse the MS
participants separately by severity or type of illness. It is possible that diﬀerent results may
be obtained for people with diﬀerent types of MS, and that they show diﬀerent changes
over time in their QOL and coping strategies. The way in which the general population
responded to the coping with illness scale may also have been diﬀerent from the MS
population. Future studies need to replicate the current study design, follow up
participants over a longer period of time to determine the impact of coping strategies as
the illness progresses on QOL, and investigate the changes over time in coping and QOL
among the various sub-groups of MS participants.
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